Background: Surgical pain is managed with multi-modal anaesthesia in total hip replacement (THR) and total knee replacement (TKR). It is unclear whether including local anaesthetic infiltration before wound closure provides additional pain control.
Background
Total hip replacement (THR) and total knee replacement (TKR) are widely used to treat diseased and damaged joints. In 2012 there were 75,366 primary THR and 76,497 primary TKR procedures recorded in the National Joint Registry for England, Wales and Northern Ireland [1] . In the USA in 2010, the estimated numbers of THR and TKR procedures performed were 332,000 and 719,000, respectively [2] .
Pain is the primary indication for THR and TKR and many preparatory, surgical and rehabilitation strategies target reduction in pain. However, both short-and longterm pain after THR and TKR are common [3] [4] [5] . Perioperative pain is managed with multi-modal analgesia with additive or synergistic effects [6] . Regimens aim to achieve good pain relief immediately after surgery while allowing for early mobilisation and hospital discharge. Other methods such as spinal and epidural anaesthetics and the use of opioids may preclude early mobilisation and rehabilitation [7, 8] .
Pain management by infusion of local anaesthetic into wounds has been evaluated in diverse surgical procedures. In their systematic review, Liu and colleagues noted improved pain, reduced opioid use and side effects, increased patient satisfaction, and shorter hospital stay in patients receiving local anaesthetic infiltration [9] . Only one study included patients with THR or TKR [10] , but further evaluations have been reported [11] . More recent meta-analyses in abdominal surgery [12] , and lumbar spine surgery [13] , have questioned the clinical value of local anaesthetic wound infiltration.
Using systematic review methods and meta-analysis, our objective was to synthesise evidence from randomised controlled trials (RCTs) evaluating the effectiveness of peri-operative local anaesthetic infiltration for pain control in patients with THR and TKR. Pain outcomes were considered along with post-operative opioid requirement, mobilisation, hospital stay and complications.
Methods
We identified RCTs using methods described in the Cochrane handbook of systematic reviews of interventions [14] . The review was conducted in accordance with PRISMA guidelines [15] and a checklist is included as Additional file 1. This review builds on a previous literature review, without a further formal protocol published [11] .
Search strategy and selection criteria
We searched MEDLINE and Embase on OvidSP and Cochrane CENTRAL to 11 th December 2012. The search strategy covered RCTs, anaesthesia and analgesia, and THR and TKR terms ( Table 1) . We tracked citations of key articles in ISI Web of Science [10, [16] [17] [18] [19] , and checked reference lists. Two reviewers scanned abstracts and titles, acquired potentially relevant articles, and decided on inclusion based on pre-specified criteria, with disputes resolved by other authors.
We included RCTs of patients with primary unilateral THR or TKR receiving local anaesthetic infiltration before wound closure compared with patients receiving no local anaesthetic infiltration or placebo. We also included studies comparing local anaesthetic infiltration with other forms of analgesia and studies with additional post-wound closure delivery of analgesics through catheters and injections. We excluded studies with interventions exclusively after wound closure and studies in patients receiving hip hemiarthroplasty or unicompartmental TKR. No language restrictions were applied and translations were made by colleagues as required.
Data collection and extraction
Articles and inclusion/exclusion decisions were catalogued in Endnote X5. Data were extracted on to piloted forms and an Excel spreadsheet in duplicate. Authors were contacted for unpublished outcomes and missing data.
Information was extracted on study characteristics; participant characteristics; anaesthesia procedures common to randomised groups; intervention (content of infiltrate, timing and volume); additional intervention group treatments; and control group treatment including placebo and alternative analgesia regimens.
Outcomes
Outcomes studied were pain at rest or during activity at 24 and 48 hours after surgery, opioid consumption, mobilisation, length of hospital stay in days, and long-term pain and function. Serious complications recorded were altered state of consciousness, cardiovascular complications requiring treatment, central nervous system toxicity, dysarthria, dyspnoea, major surgical complications, pneumonia, pulmonary embolism, respiratory depression, seizures, and swollen knee; or complications relating to deep infection. Adverse events were vomiting and nausea.
Study quality
Potential sources of bias were recorded in a Cochrane risk of bias table [14] . We considered random sequence generation, allocation concealment, blinding of participants and personnel, blind outcome assessment, incomplete outcome data, selective reporting, and other sources of bias. We classified overall quality as low, unclear or high risk of bias.
Meta-analysis
We conducted meta-analyses for pain at rest and during activity at 24 and 48 hours, length of hospital stay, and complications. Data collected on mobilisation, long-term pain and function outcomes were not suitable for metaanalyses and results were summarised using a descriptive narrative.
Follow-up times were approximated to the closest timing. When not specified, we assumed measurements were taken at rest. Analyses were carried out in Stata 12 and Review Manager 5 and results are reported with 95% confidence intervals. Funnel plots were inspected to assess small study effects [20] . Given the number of potential effect modifiers, we used random effects models for all meta-analyses.
In meta-analysis, means and standard deviations of continuous variables such as pain intensity are required for intervention and control groups. Pain outcomes are sometimes reported as medians and inter-quartile ranges due to the recognised ceiling effects of pain measures after successful pain management. However this is less of an issue during early recovery. Kerr and Kohan presented distributions of pain intensity scores at rest and during walking on the first and second day after THR or TKR [19] . The proportion of people reporting no pain, and thus reflecting a ceiling effect, ranged from 2 to 35% on days one and two and pain intensities showed near normal distributions. Assuming a normal distribution, we estimated means and standard deviations from medians and inter-quartile ranges [14] . If no measures of variability were available in articles, we contacted authors to obtain standard deviations. If unavailable we used the method described by Walter and Yao to estimate standard deviations from ranges [21] , or imputed values from the average across studies with the same outcome.
As pain scores are reported on different scales we used the standardised mean difference (SMD) as our measure of treatment effect in meta-analyses [22] . To help in the interpretation of the pooled estimates, we multiplied SMD values by the mean standard deviation on the widely reported 100 point VAS scale for the outcome. As the use of this method is entirely dependent on the chosen "typical" value [23] , we used a mean standard deviation calculated from all studies reporting the outcome [14] .
For length of hospital stay, we compared means and medians in studies reporting both, and examined individual level data provided by some authors. Distributions were right-skewed and followed a lognormal distribution. Some studies reported means and standard deviations directly. For studies that reported medians and inter-quartile ranges, or ranges, we estimated means and standard deviations on the log scale and then backtransformed them to the natural (unlogged) scale [24] . We reported the mean difference (MD) in days as our measure of treatment effect in meta-analyses. Complications were compared between randomised groups using meta-analysis with summary statistics calculated as the Peto odds ratio (OR), the method of choice when event rates are low [14, 25] .
Analgesia regimen comparisons
Not all studies compared a local anaesthetic infiltration intervention with no intervention or placebo. Thus meta-analyses are reported separately for different regimen comparisons, which we label A-E. These are summarised in Figure 1 .
THR studies were grouped into comparisons A and B; we and also report the combined comparison (A + B).
For TKR studies, we initially report results from a combined meta-analysis across the first two subgroups (A + B), comparing local anaesthetic infiltration with or without further post-closure intervention against control. Further analyses report the comparisons C, D and E.
Heterogeneity and subgroup analyses
We quantified the differences in treatment effects between groups using meta-regression. Heterogeneity within metaanalyses was quantified using the τ 2 and I 2 statistics [26] . Sensitivity and sub-group analyses explored risk of bias in the study, use of additional analgesia delivered through a catheter or injection, and inclusion of non-steroidal inflammatory agents or steroids in the infiltrate.
Results
Searches identified 839 articles of which 33 described 36 RCTs evaluating local anaesthetic infiltration in THR or TKR. The flow diagram in Figure 2 summarises review progress. Some consistency in outcome reporting was apparent for pain outcomes but for opioid consumption and ambulation the variety of outcomes precluded metaanalysis.
Small study effects
Inspection of funnel plots for each meta-analysis gave no strong indication of publication bias or small study effects, but numbers of studies in individual analysis groups were small such that it was difficult to assess asymmetry.
Total hip replacement
Details of 13 studies including 909 patients with THR [16, [27] [28] [29] [30] [31] [32] [33] [34] [35] [36] [37] , or a large majority with THR [10] , are summarised in Table 2 which also includes our summary risk of bias assessment. A more detailed assessment of risk of bias is included in Additional file 2. The mean number of patients randomised was 70 (range 37-120). We assessed that 10 studies were at low risk of bias while three studies had unclear risk of bias due to uncertainty about blinding of outcome assessments. 
Pain
Results of meta-analyses including up to 12 studies [10, 16, [27] [28] [29] [31] [32] [33] [34] [35] [36] [37] , are summarised in Table 3 and Figure 3 .
In patients receiving local anaesthetic infiltration (A and B), there was strong evidence that pain was lower: at rest at 24 hours by SMD −0.61 (95% CI −1.05, −0.16; p = 0.008), and during activity by SMD −0.85 (95% CI −1.45, −0.25; p = 0.006). This reflected reduced pain at 24 hours at rest by an average of 12 points (95% CI 3, 21; p = 0.008), and during activity by 24 points (95% CI 7, 42; p = 0.006) on a 100 point scale. Average effect sizes at 48 hours were smaller for pain at rest, SMD −0.29 (95% CI −0.52, −0.05; p = 0.018) and during activity, SMD −0.43 (95% CI −0.78, −0.09; p = 0.014), corresponding to 5 and 10 points on a 100 point scale, respectively.
In seven studies with no additional post-closure analgesia through a catheter or injection (A), patients receiving local anaesthetic infiltration reported lower pain at 24 hours at rest by SMD −0.63 (95% CI −1.21, −0.06; p = 0.031), equivalent to an average of 12 points lower pain. However, there was no strong evidence that the intervention had an effect during activity or at 48 hours.
In five studies where patients received further post-closure analgesia (B), pain was reduced on average at 24 hours during activity by SMD −1.38 (95% CI −2.5, −0.26; p = 0.016), equivalent to a 40 point decrease on a 100 point scale. Pain at 48 hours was reduced, on average, at rest by SMD −0.49 (95% CI, −0.96, −0.02; p = 0.043) and during activity by SMD −0.6 (95% CI −1.16, −0.04; p = 0.036) equivalent to 8 and 14 point decreases, respectively.
In one study, control patients received an epidural analgesia infusion [16] . Pain was lower for the duration of the epidural infusion, but at 48 hours pain was higher in the control group compared with the local anaesthetic infiltration group. In a study where control patients received additional intrathecal morphine, there was no difference in pain outcomes at any time point [37] . Heterogeneity measured by the I 2 and τ 2 statistics was high, and separating the analysis for A and B groups did not appear to reduce this heterogeneity. Restricting the analysis to studies with low risk of bias gave a marginally smaller estimate of reduction in pain at 24 hours at rest by an average of SMD −0.49 (95% CI −0.89, −0.09; p = 0.017), but during activity average pain reduction (Andersen LJ, 2007) reported WOMAC pain scores, a composite measure of pain taken at rest and during activity. These data were duplicated for rest and during activity outcomes. appeared greater at SMD −0.99 (95% CI −1.64, −0.35; p = 0.003), corresponding to 28 points on a 100 point scale.
Opioid consumption
In all 11 studies reporting an outcome, opioid consumption was reduced in patients receiving local anaesthetic infiltration compared with controls [10, 16, 27, [30] [31] [32] [33] [34] [35] [36] [37] . This difference ranged from 12 to 92%. There was no suggestion of different effects in groups with or without additional analgesia through a catheter or injection.
In the studies where control patients received epidural or intrathecal analgesia, patients receiving local anaesthetic infiltration consumed 20% and 12% less morphine, respectively.
Mobilisation
Several different measures of mobilisation were reported. In three studies patients receiving local anaesthetic infiltration with no additional post-operative component achieved a straight leg raise earlier than control patients [28, 29, 32] . More patients were able to walk during the first post-operative day in two studies where additional post-operative analgesia was provided through a catheter [16, 37] . In one study with no additional analgesia, with the exception of those with adverse events, all patients were mobilised on the first post-operative day [35] . However, in patients receiving local anaesthetic infiltration, walking speed over six metres at a two-day functional assessment was improved.
In one study, 35% of patients receiving local anaesthetic infiltration were able to walk after 8 hours compared with 87% of control patients receiving an epidural infusion. In the study where control patients received intrathecal morphine, 33% of these patients could walk further than 5 metres on the first post-operative day compared with 71% of patients receiving local anaesthetic infiltration.
Length of hospital stay
As shown in Table 3 and Figure 4 , patients receiving local anaesthetic infiltration spent an average 0.83 fewer days (95% CI 0.12, 1.54 days; p = 0.022) in hospital compared with controls. Benefit was largely driven by interventions with additional analgesia through a catheter or injection (B comparisons). Heterogeneity across studies was high (I 2 = 84%), mainly in studies with additional post-operative analgesia.
When the comparison group received an epidural infusion [16] , patients with local anaesthetic infiltration had on average a two day shorter hospital stay. In the study where the comparison group received intrathecal morphine [37] , there was no clear difference in discharge times.
Complications
The Peto OR for a major complication in patients with local anaesthetic infiltration compared with controls was 0.30 (95% CI 0.05, 1.77; p = 0.18), but this is weak evidence, based on five major complications in 896 patients. Five deep infections were reported, four in local anaesthetic infiltration patients and one in controls, Peto OR 3.47 (95% CI 0.58, 20.81; p = 0.17). Four infections occurred in the 218 patients who received post-closure delivery of infiltrate through a catheter.
The incidence of vomiting was reduced in patients receiving local anaesthetic infiltration in five studies with 309 patients with data, Peto OR 0.46 (95% CI 0.27, 0.80; p = 0.006).
Long-term outcomes
Five studies reported long-term outcomes. Andersen and colleagues reported a trend for improved Western Ontario and McMaster Universities Osteoarthritis Index (WOMAC) pain scores at six weeks in local anaesthetic infiltration patients compared with controls [27] . At eight week follow up, Rikalainen-Salmi and colleagues reported no differences in mobilisation, intensity or duration of pain [37] . Parvataneni and colleagues reported that VAS pain scores were "comparable between groups" at 3 months [28] . Similarly, Aguirre and colleagues reported no difference in analgesic consumption or pain during normal daily activities between groups at 3 months [34] . Busch and colleagues reported a trend for improved WOMAC score at two years in local anaesthetic infiltration patients compared with controls [30] .
Total knee replacement
Overall there were 23 studies including 1,439 patients with TKR [18, 28, [38] [39] [40] [41] [42] [43] [44] [45] [46] [47] [48] [49] [50] [51] [52] [53] [54] [55] [56] . Study characteristics and our overall risk of bias assessment are summarised in Table 2 . The mean number of patients randomised was 63 (range 32-101). We assessed that 17 studies were at low risk of bias and that five studies had unclear risk of bias based on uncertainty about blinding of outcome assessments. One study was assessed to be at high risk of bias due to a large uneven loss to follow up between randomised groups.
Pain
As shown in Table 3 and Figure 5 , there was strong evidence that on average across 12 studies [39] [40] [41] [42] 44, [46] [47] [48] 51, 52] , patients receiving local anaesthetic infiltration (A + B studies) reported lower pain at rest compared with controls at 24 and 48 hours. For example, pain at rest at 24 hours and during activity at 48 hours was reduced by SMD −0.40 (95% CI −0.58, −0.22; p < 0.001) and SMD −0.27 (95% CI −0.50, −0.05; p = 0.018), respectively. This reflected reductions in pain at rest at 24 hours by an average of 10 points (95% CI 6, 15; p < 0.001) and during activity at 48 hours by 8 points (95% CI 1.5, 15; p = 0.018) on a 100 point scale.
Heterogeneity was moderate to low. When we restricted analyses to studies assessed as low risk of bias, pain outcome estimates were slightly attenuated towards zero.
We additionally performed separate analyses according to whether additional analgesia was delivered after wound closure through a catheter or injection. In the six studies with no further analgesia (A studies) [40] [41] [42] 47, 52] , pain at 24 hours was lower at rest by SMD −0.25 (95% CI −0.45, −0.04; p = 0.017), and during activity by SMD −0.28 (95% CI −0.47, −0.10; p = 0.003). At 48 hours, pooled effect estimates favoured local anaesthetic infiltration but there was no strong evidence that the intervention was beneficial.
In six studies with additional analgesia delivered after wound closure (B studies) [39, 44, 46, 48, 51] , pain was reduced on average at 24 hours at rest by SMD −0.59 (95% CI −0.83, −0.35; p < 0.001) and during activity by SMD −0.69 (95% CI −1.15, −0.23; p = 0.003). At 48 hours, pain was reduced at rest by SMD −0.52 (95% CI −0.78, −0.26; p < 0.001) and during activity by SMD −0.59 (95% CI −1.00, −0.19; p = 0.004).
In six studies comparing local anaesthetic infiltration with or without additional post-closure analgesia against femoral nerve block, there was no evidence for improvement in pain at any time point [18, 28, 45, 50, 55, 56] . In three studies where both randomised groups received a femoral nerve block (D studies) [43, 53, 54] , there was no evidence for added benefit of local anaesthetic infiltration for pain outcomes.
In eight comparisons between local anaesthetic infiltration with controls [38, 39, 44, 46, 48, 49, 51] , additional ketoralac was included in the wound infiltrate. In seven comparisons with data [38, 39, 44, 46, 48, 51] , there was strong evidence that patients receiving additional analgesia in the infiltrate on average had lower pain compared with controls. For example, pain was reduced on average at rest at 24 hours by SMD −0.68 (95% CI −0.94, −0.42; p < 0.001) and during activity at 48 hours by SMD −0.59 (95% CI −1.01, −0.17; p = 0.006), equivalent to a reduction of 17 and 30 points respectively on a 100 point scale.
In four studies, control patients received either an epidural infusion [44, 48, 49] or intrathecal morphine [51] . Results of all studies supported a reduction in pain for patients receiving local anaesthetic infiltration compared with epidural or intrathecal morphine.
Opioid consumption
In all four studies reporting opioid consumption, this was reduced by 35-40% in patients receiving wound infiltration with no additional post-closure analgesia [38, 42, 47, 52] , and by 32-52% in three studies with additional post-closure analgesia, compared with controls [39, 46, 51] . In six studies where the control group or both groups received femoral nerve block, there was little difference in opioid consumption between randomised groups [18, 28, 43, 45, 50, 53] .
In four studies where patients receiving wound infiltration with further post-closure analgesia were compared with patients receiving epidural anaesthesia, there was no consistent difference between groups [44, 48, 49] .
Mobilisation
Nineteen studies reported a mobilisation outcome. In four studies, patients receiving local anaesthetic infiltration had reduced time to achieve a straight leg raise by an estimated 44-50% [42, 47, 52] or were more likely to achieve a straight leg raise on the first post-operative day compared with control patients [28] . In two studies with femoral nerve block given to all patients, more patients receiving local anaesthetic infiltration were able to achieve a straight leg raise during the first post-operative day [43, 53] .
In four out of five studies, patients receiving local anaesthetic infiltration achieved better knee flexion [39, 40, 47, 54] . In four studies [44, 46, 51, 55] , ambulation was part of discharge readiness criteria. These criteria were met earlier in local anaesthetic infiltration patients in three studies [44, 46, 51] , but were similar in one study where control patients received a femoral nerve block [55] .
Improvements to diverse walking goals were reported in patients receiving local anaesthetic infiltration in three studies where some or all of the comparison group patients received epidural analgesia [48, 49] . When the comparison group or all patients received femoral nerve block, walking goals were achieved earlier after local anaesthetic infiltration in one study [18] , with trends for benefit in two studies [43, 45] .
Length of hospital stay
Data on length of hospital stay were available for 8 studies comparing local anaesthetic infiltration with controls [38, 39, 44, 46, 48, 49, 51] , of which seven had a post-closure analgesia component. As shown in Table 3 and Figure 4 , length of hospital stay was reduced in patients receiving local anaesthetic infiltration and additional post-closure delivery (B studies) by 1.0 day on average (95% CI 0.2, 1.8 days; p = 0.012) compared with controls. In the one (A) study with no post-closure analgesia component there was no difference in length of hospital stay.
In three studies where the comparison group received femoral nerve block [18, 45, 55] , there was no suggestion of a difference in length of stay. In one study in which all randomised patients received a femoral nerve block, the length of hospital stay was about 1.5 days shorter in the control patients who also received a sciatic nerve block [54] .
In four studies where the control group received epidural analgesia [44, 48, 49] , length of hospital stay was reduced in patients receiving local anaesthetic infiltration with the exception of one study in which the authors reported shorter time to fulfilment of discharge criteria [44] .
Complications
Based on 11 events, the Peto OR for a major complication was 1.17 (95% CI 0.35, 3.86; p = 0.80) in patients receiving local anaesthetic infiltration compared with controls. There were two deep infections in intervention patients [18, 44] , and one in control groups [48] , Peto OR 1.85 (95% CI 0.19, 17.83; p = 0.59). Two infections occurred in the 287 patients who received post-closure delivery of infiltrate through a catheter.
Excluding one intervention with additional morphine [40] , there was evidence that the incidence of vomiting was lower in local anaesthetic infiltration patients compared with controls in eight studies with 548 patients [40, 42, [46] [47] [48] 51, 52] , Peto OR 0.56 (95% CI 0.39, 0.80; p = 0.002).
Long-term outcomes
Five studies reported outcomes measured at six weeks [38, 45] , or three months [28, 46, 51] . Busch and colleagues showed a trend for improved pain at 6 weeks favouring the intervention group [38] . Parvataneni and colleagues reported comparable pain scores between groups at 3 months [28] . In the studies of Essving and colleagues, there were no differences between median Oxford Knee Scores at 3 months [46, 51] .
Carli and colleagues reported poorer WOMAC scores after 6 weeks in patients receiving local anaesthetic infiltration compared with the control group who received femoral nerve block [45] .
Discussion
Our systematic review and meta-analyses represent a comprehensive overview of evaluations of the effectiveness of peri-operative local anaesthetic infiltration in THR and TKR. Systematic reviews allow for a more objective appraisal than traditional narrative reviews [57] , which are often biased in their selection of studies and thus may be unreliable in their recommendations of interventions [58] . Extensive efforts to acquire information from authors on unpublished outcomes and variance data allowed us to apply methods for meta-analyses of continuous and skewed outcomes and to produce more robust results for some outcomes than could be achieved with a purely narrative synthesis.
In conducting this systematic review we recognised the problems that can arise when small studies are included in meta-analyses [59] . In this review it is noteworthy that 28 out of 35 studies (80%) reported a power calculation. Review of studies with data largely collected in highly controlled conditions in the peri-operative and early post-operative period benefitted from low losses to follow up and more complete data. With the exception of one study where the authors acknowledged uneven losses to follow up due to inadequate protocols, the main risk of bias arose from uncertainty about blind outcome assessment. As most studies reported VAS pain and other self-reported outcomes, we believe that the evidence base on short-term outcomes is of reasonably good quality.
Pain after THR was reduced for patients receiving local anaesthetic infiltration, with patients experiencing less pain at rest at 24 hours and during activity at 48 hours equivalent to about 12 and 10 points on a 100 point pain intensity scale. In musculoskeletal settings, VAS pain changes of 11 [60] , and 14 [61] , are considered clinically significant [62] . Patients receiving local anaesthetic infiltration had lower pain levels after their THR, used less opioid medication and had a reduced incidence of vomiting and nausea. This may explain the early mobilisation and earlier discharge of patients who received local anaesthetic infiltration, irrespective of alternative pain management strategies. Opioid medication is a key strategy in the management of post-surgical pain but its use can delay mobilisation and rehabilitation [63] .
Pain after TKR was also reduced for patients receiving local anaesthetic infiltration compared with controls, with less pain at rest at 24 hours and after 48 hours during activity, equivalent to reductions of about 10 and 8 points on a 100 point pain intensity scale. Opioid consumption was reduced compared with untreated control patients and there was a general observation of early mobilisation, reduced vomiting and nausea, and early hospital discharge. Inclusion of the non-steroidal antiinflammatory agent ketoralac in the infiltrate seemed to enhance post-operative pain relief.
When compared with alternative regimens, results were not so clear. Pain levels after TKR were broadly similar when femoral nerve block was included in the general analgesia regimen or as a comparator. Likewise, opioid consumption was similar. There was some suggestion of benefit for earlier mobilisation, but length of hospital stay was not reduced in patients receiving local anaesthetic infiltration. Femoral nerve block is a well established method of providing analgesia after TKR and is associated with reduced opioid requirement and thus fewer side effects such as nausea and vomiting. However, femoral nerve block is associated with decreased quadriceps function for a time and an increased risk of falls [64, 65] .
In studies in patients receiving TKR where control groups received epidural or intrathecal analgesia, benefit was observed for reduced pain in patients receiving local anaesthetic infiltration. Opioid consumption did not differ between groups but mobilisation and hospital discharge were achieved earlier in patients receiving local anaesthetic infiltration.
The improvement in pain control and shorter hospital stay was greatest for patients receiving additional analgesia through a catheter or by injection. However, we observed a small but potentially important increase in rates of serious infection, particularly in patients receiving further infiltrate through a catheter post-wound closure. Across THR and TKR studies, there were eight cases of deep infection requiring surgical debridement or revision. Six of these were in patients randomised to wound infiltration analgesia with additional analgesia through a post-surgical catheter. Indeed, all patients with deep infection had been randomised to receiving a catheter although researchers reported that catheters in control groups were not inserted into the joint capsule. The overall rate of infection in patients with THR or TKR randomised into wound infiltration analgesia studies was 0.34% and in patients receiving an active catheter the rate was 1.4%.
Few studies in patients with THR or TKR reported long-term follow up of patients and results were equivocal. Acute post-operative pain is an important risk factor for long-term pain [66, 67] , and deserves appropriate consideration in future studies of peri-operative pain control.
Our study has limitations. Although meta-analyses performed were enhanced by extensive contact with authors, imputation was required for some measures of variability. The skewed nature of hospital stay required transformation under assumptions of a lognormal distribution [26] . For opioid consumption and mobilization there was insufficient consistency in measures reported to conduct anything but a systematic narrative overview. We noted a range of analgesia regimens, with different studies making different comparisons, particularly for TKR. We considered it unnecessary to make indirect comparisons between regimens, since direct evidence was available for all the comparisons of interest.
A further limitation of meta-analyses in a highly active field of research such as wound infiltration analgesia is that they may become out of date quickly. Their value is emphasised, however, in a widely cited example when studies of streptokinase in acute coronary heart disease were conducted long after a critical mass of evidence had been obtained from meta-analysis showing benefit for patients [68] . Prior to submission, we updated searches in December 2013 and identified 12 new studies, three in patients with THR and nine in patients with TKR. Our results for local anaesthetic infiltration in patients receiving THR were supported with reduced pain compared with untreated control [69] [70] [71] , or similar pain compared with epidural analgesia [71] . The results of our meta-analyses in patients receiving TKR were also supported with improved early pain control in patients receiving local anaesthetic infiltration [72] ; further pain reduction with added ketoralac [73, 74] but not steroid [75] ; and uncertainty when compared with femoral nerve block [76] [77] [78] [79] [80] .
Our results show that local anaesthetic infiltration is effective in reducing short-term pain after THR and TKR when compared with no anaesthetic infiltration. The effect of local anaesthetic infiltration is enhanced with the addition of post-closure analgesia, although this needs to be considered in light of the infection risks associated with catheters [81] . In TKR, there may be no added benefit to femoral nerve block. Further studies are in progress to assess long-term effectiveness of local anaesthetic infiltration [11] .
Conclusions
Our systematic review and meta-analysis shows that inclusion of local anaesthetic infiltration in a multimodal anaesthesia regimen is effective in reducing shortterm pain and hospital stay in patients receiving THR and TKR. Enhanced pain control was observed when additional analgesia was provided after wound closure through a catheter but benefit should be weighed against a possible infection risk. For patients with TKR, inclusion of the non-steroidal anti-inflammatory agent ketoralac in the infiltrate seemed to enhance pain relief. There was no evidence of pain control additional to that provided by femoral nerve block in patients receiving TKR. Few studies reported long-term outcomes and future research should assess whether local anaesthetic infiltration can affect the development of long-term post-surgical pain.
